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ABSTRACT
This study examines the San Bernardino Partner's
Aftercare Network(SPAN program)based from the Mentally Ill
Offender Crime Reduction Grant of California (A.B. 1314).

Participants were selected from a sample of individuals

participating in the program (n=306)

at West Valley

Detention Center in Rancho Cucamonga, Ca.; they were
diagnosed as mentally ill by jail staff.

Emphasis was

placed on the inmate's interaction with the Department of
Mental Health in relation to their mental illness.

The

number of contacts and services rendered to these
individuals were tracked along with re-arrest rates.

This study reveals the complex nature of diagnosing and
treating mentally ill persons in a correctional setting in
relation to mental disorders and substance abuse

diagnosis).

(dual-

Further research needs to address these issues

in conjunction with implementing programs that successfully

administer solutions to reducing the prevalence rate of

mentally ill individuals in jails.
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CHAPTER ONE

INTRODUCTION

During the last twenty years greater attention has
been paid to persons suffering from mental illness in the

correctional setting.

Reasons for this are the increasing

presence of the mentally ill in prisons and jails as well
as their tendency to commit serious,crimes

Morin,

(Laberge and

1995; Lamb and Grant, 1982; Lurigio, 2000; Quanbeck,

Frye and Altshuler, 2003).

The criminalization of the

mentally ill has become a widespread trend.

The rate of

mental illness is two to three times higher in prisons and

jails than in the general population (Lamb and Weinberger,
1998; Metzner, 1997; Veysey, 1994).

The term

"criminalization of the mentally ill" was first used by
Abramson in 1972 to describe persons, suffering from a
mental disorder who were, increasingly subjected to arrest
and prosecution in a county jail system (Abramson,

1972).

Studies show that the mentally ill population is an
extremely difficult population to work with because of the

environmental variables involved such.as homelessness and
substance abuse disorders

(Lamb, and Bachrac.h, 2001; Lamb

and Weinberger, 1998; Wolff, Plemmons, Veysey, and Brandli,

1

Health outcomes

(See Table 3 for a description of the

variables used).
This study suggests further research must be conducted

in order to fully understand the causes of the increased

presence of mental disorders in-the correctional system as
well as bring light to the complex nature of substance

abuse and mental disorders.

CHAPTER TWO

LITERATURE REVIEW

Understanding the Criminalization
of the Mentally Ill

Due to the lack of resources available to the mentally
ill, the criminal justice system has become overloaded and

has taken on the responsibilities of dealing with this

population over the past 50 years. Lurigio

(2001)

identifies four factors that contribute to the
criminalization of mentally ill: 1)deinstitutionalization,
2) mental health law reform, 3)

the mental health system's

lack of treating persons with dual diagnosis, and 4) the
increased number of persons for violation of drug laws

447-448) .

(p.

Although Lurigio's factors are not

comprehensive, they provide a starting point to explore the
reasons why the mentally ill have become "criminalized".

Deinstitutionalization
In California, the passage of the Short Doyle Act of
1957 and the Lanterman-Petris-Short

(LPS) Act of 1968

contributed to the deinstitutionalization of the mentally
ill. The state mental hospitals census.fell from 559,000
patients in 1955 to 72,000 patients in 1994

4

(Center for

Mental Health Services,

1994).

In an effort to reduce

costs and increase social freedoms,

the mentally ill were

transferred from long-term hospitalization to community

placements and given psychotropic medications.

Although

health care reformers' ideas of deinstitutionalization were
well intended, they have significantly failed in providing

appropriate community-based treatment alternatives for the
mentally ill.

The concept of deinstitutionalization was

never properly implemented and the transition to community
mental health care was unsuccessful

(Lurigio, 2000) .

Inadequate or inappropriate outpatient treatment,

insufficient community resources, and insuffiecient 24 hour
highly structured psychiatric care facilities for those who
need them are some of the factors that contributed to the
displacement of mentally ill persons in jails and prisons
(Lamb and Weinberger, 1998).

Mental Health Law Reform

Mental health law reform such as the Short Doyle and

the Lanterman-Petris-Short Act as well as individual state
laws made it difficult for mental health professionals to

commit mentally ill persons to psychiatric hospitals.

Mental health codes reinforced patients' rights of due

process and required psychiatric hospitals to show clear
5

and convincing evidence that patients being committed
involuntary were a danger to themselves or others and
cannot care for themselves

(Lurigio, 2000).

As a result,

only the most dangerous or extremely mentally ill were

committed to psychiatric hospitals.

All others were left

out in the community to fend for themselves because they do
not meet the strict admission criteria necessary to enter
into institutional treatment programs

(Lurigio, 2001).

Prevalence of Mental Disorders in the
Jail Population
Researchers have documented the higher rate of mental

disorders in jails than in the general population (Lamb and
Grant,

1982; National GAINS Center, 2001; Roskes, Feldman,

Arrington, and Leisher,
of Justice,

1999) .

1999; Teplin,

1999; Regier et al,

1983; U.S. Department

1990; Veysey and Bichler,

The prevalence rate for ipental disorders in the

general U.S. population are approximately five percent

(Kessler, Berglund, Glantz, Koretz, Merikangas, Walters and

Zaslavsky,

1999). In 1999 the U.S..Department of Justice

reported that sixteen percent of the jail population had

either a mental condition or an overnight stay in a mental
hospital

(Ditton, 1999).
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In the spring of 2002, the National GAINS Center for

people with Co-Occurring Disorders in the Justice System
reported on the prevalence rate of co-occurring disorders
on the jail population.

Based on Diagnostic Interview

Schedule criteria (version III and III R), they found,

among male detainees, at intake, 2.7% met the criteria for

schizophrenia /schizophreniform disorder,

and 3.9% for major depression.

1.4% for mania,

Among female detainees,

2.0% for schizophrenia/schizophreniform disorder, 1.4% for
mania and,

10.5% for major depressive episode

GAINS Center, 2001).

(National

More significantly, the two-week

substance use disorder prevalence rates were much higher

than severe mental disorder rates for both male and female

detainees entering jails, 29% and 53% respectively

(National GAINS Center,

This is a problem because

2001).

the literature suggests that high rates of substance are
often indicative of poor community adjustment and potential
threats to public safety (Drake, Bartels, Teague, Noordsy,

and Clark,

1993; Steadman, Deane, Morrissey, Westcott,

Salasin, and Shapiro,

1999).

Dual Diagnosis
In the last 10 years, there has been an increase in

persons with mental illness in combination of alcohol

7

and/or substance abuse
McKendrick, 1999).
(ECA)

(French, Sacks, De Leon, Staines and

In the Epidemiologic Catchment Area

study, 37% of individuals with an alchohol use

disorder and less than 50% of individuals with another drug
disorder also had another mental disorder (Regier, Farmer,
Rae, Locke, Keith, Judd, and Goodwin,

1990) .

Regier et al.

found that the highest rates of comorbidity, or dualdiagnosis disorders were highest in the correctional

population.

Little has been said about this subgroup of

mentally ill offenders.

Hartwell

(2004) noted the differences between

offenders with mental illness and those with a dualdiagnosis are pronounced.

The dually diagnosed are more

likely to be serving sentences related to their substance
use

(public order offenses, property crimes, and drug

dealing offenses), more likely to be homeless on release,
violate probation after release, and recidivate to

correctional custody.

These offenders are not ideal

candidates for rehabilitation programs or residential
facilities, nor are they medically compliant.

"They are

misfits in the mental health and substance abuse service

systems that struggle to make adequate provisions"
(Hartwell, p.95).
8

Criminalization Hypothesis

One of the most significant factors in the

"criminalization" hypothesis is the way the mental health

system is set up.

Abram and Teplin (1991)

a complex array of services is available,

state,

"Although

each subsystem

designs its programs to fit a specific need, and many

programs are managed as if clients were pure types"
1036).

(p.

The system often is not set up to deal with dual

diagnosis patients, especially in a correctional setting.
Persons suffering from a mental disorder in combination

with a substance use disorder have been problematic for the
mental health system as well as the correctional system.

Severson (2000)

states,

In part, the increasing number of severe and

persistently mentally ill persons residing in local
jails is attributed to the perception of jails as

being protective havens when there are inadequate
community-based mental health services available to

those who need them (p. 574).

Research indicates that this population is extremely
vulnerable to arrest due to a lack of coordination between

systems and a lack of proper treatment facilities
and Teplin,

(Abram

1991; Laberge and Morin 1995; Severson, 2 000) .
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Statistics show that the prevalence.rate of substance use
disorders among those with mental disorders is 72% among

the jail population (Abram, and Teplin, 1991) .

(1990)

Teplin

reported on the prevalence of severe mental disorder

among Cook County jail detainees.

After controlling for

demographic differences between jail and five-city samples,
the jail prevalence rate was still two to three times

higher than those in the general population.

It is estimated that between 10%-15% of state
prisoners suffer from a- mental disorder
Statistics,

1999; Lurigio, 2000)).

(1999)., Bureau of Justice Statistics

(Bureau of Justice

According to Ditton

(BJS)

estimates over a

quarter million mentally ill incarcerated in prison or
jail.

About 10% reported, a mental or emotional condition

and 10% said they had stayed overnight in a mental hospital
or program.

Mentally ill offenders were more likely than

non-mentally ill offenders to have been under the influence
of drugs and/or alcohol at time of offense, to be in prison

for a violent offense, and more than twice as likely to be
homeless.
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Difficulties in Treating Mentally Ill Offenders

Laberge and Morin (1995) describe the incarceration of

mental illness as a real and widespread phenomenon (p.
389).

Over the past ten years there has been a greater

emphasis on studying mentally ill offenders as well as

creating diversion programs to keep them out of the
criminal justice system.

The greatest problems have been

in creating adequate and accessible community resources.

It is difficult for persons suffering with a mental illness
who have been incarcerated to receive treatment because
these persons have been described as highly resistant to
treatment, dangerous, serious substance abusers, and

sociopathic (Lamb, 1997; Solomon and Meyerson, 1994).
Lamb and Bachrach (2001)

state that among the lessons

learned from deinstitutionalization are that it requires
more than simply changing the locus of care but service
planning must be tailored to the needs of each individual.
Hospital care must be available to those who need it,

service must be culturally relevant, and’mentally ill

persons must be involved in their service planning.

They

state that there needs to be an awareness of the humanity
and needs of mentally ill persons and we must consider

"...not only the biology of mental illness but also the
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sociological context of care and particularly the special

circumstances, needs, and hopes of individual patients as
we plan mental health services with them and for them"
(Lamb and Bachrach, 2001, p. 1042).

In a 2002 study on

release planning for jail inmates, Wolf and his colleagues

emphasize the. importance of continuity of care and need for
release planning after incarceration.

The challenge of

success is being able to maintain treatment connections as
persons with mental illness move from one setting to
another (p. 1470).

Despite the few studies on jail

(Draine and Solomon, 1999), the need for
I
partnerships between mental health and law enforcement has
diversion programs

been greatly emphasized in reducing jail recidivism (Deane,

Steadman, Borum, Veysey and Morrissey, 1999).

Variables that Affect Recidivism

Although individual human behavior cannot be
predicted, research shows there are key variables that can
influence the rate of recidivism among mentally ill

offenders.

Variables that are linked to high re-arrest

rates include family support, age, employment status,

socio-economic status, previous arrest history and the
delivery of community -based case management services.
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Clark (2001)

found an association between family

support and substance use outcomes among dual diagnosis
offenders.

Data were from a three year randomized study of

203 patients from a New Hampshire community mental health

center.

Eligibility requirements for the study included a

DSM-III-R diagnosis of schizophrenia, schizoaffective, or

bipolar disorder along with a substance use disorder.

The

structured interview consisted of questions regarding
participants' type and amount of care and economic support
from family members and/or caregivers.

Family members

and/or caregivers were also interviewed. A higher cost of

outpatient treatment along with greater amount of family
economic assistance were related to reduction of substance

use over 3 years

(Clark, 2002, p. 98).

Another significant finding.was that direct family

support was associated with less - substance abuse but not

with improvement of psychiatric symptoms

Alverson, Alverson, and Drake,

(2000)

(p. 97).

also found a

correlation between family support and substance use.

They

identified four "quality of life" factors that were

strongly related to ending substance abuse: 1)

regular

engagement in an enjoyable activity, 2) decent and stable
housing, 3)

loving relationships with someone sober who
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accepts the person's mental illness, and 4) positive and

valued relationship with a mental health professional

(p.

Despite the tendency to depict mentally ill persons

558).

as chaotic, unpredictable and inherently dangerous,

research studies show that re-arrest rates are high (70%)

but very few are for violent offenses

(Lovell, Gagliardi,

and Peterson, 2002; Stuart and Arboleda-Florez , 2001) .

In 2002, Lovell, Gagliardi and Peterson found among

mentally ill correctional parolees that of the 70% re
arrested for new crimes or parole violations, only 10% were

for felonies against persons and 2% committed very serious
crimes

(p. 1291).

In a 2001 study on a one month

prevalence rate of mentally ill offenders

(as defined by

DSM-III-R), Stuart and Arblodea-Florez suggests that people
with dual diagnosis disorders

(mental illness in

combination with substance abuse) are not major

contributors to police identified criminal violence.

Community treatment and case management of mentally

ill offenders also plays a key role in reducing returns to
jail

(Ventura, Cassel, Jacoby and Huang,

Weinberger, and Gross,

(1999)

1998) .

Lamb,

emphasized the need for

involuntary treatment for mentally ill offenders

(MIO), and

the need for structure in the treatment of MIO's- both
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strategies are not consistent with the current status of

the Department of Mental Health's position on the mentally
ill offender population, which, in essence, can help

explain the ineffectiveness of diverting the MIO population
from the correctional community.

Additional Correlates
Despite the tendency to focus the blame of the

increased numbers of mentally ill offenders in the

correctional system to inadequate social services, there
have been a number of studies that state otherwise

(Lamb

and Weinberger, 1998; Draine, Salzer, Culhane and Hadley,
2002).

Lamb and Weinberger (1998)

state that it may be

possible that in recent years correctional staff have been
better able to recognize signs of mental disturbance and,
as a result, refer more of these individuals to mental

health professionals

(p. 489).

Draine, Salzer, Culhane and

Hadley, 2002 state that the explanation of criminalization
ignores the increasing incarceration rates of the general

U.S. population (p. 570).

The link between mental illness

and increased incarceration rates is tenuous and likely
that the majority of persons in jail who have a diagnosis
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of a psychiatric disorder have risk factors other than

their psychiatric symptoms.
.Individuals with mental illness are also members of'

other groups with a high risk of being arrested.

"Persons

who are substance users, are unemployed, have fewer years
of formal education, and have low incomes have a greater

risk of incarceration"

(Draine et al, 2.002, p. 571) .

There

is an empirical weakness in the criminalization argument

and has led advocates in using indirect evidence to support

such a conclusion.

This study addresses the issues of substance use among

the mentally ill offender population and focuses on
variables such as homelessness,

family support, and

community treatment services, which affect the rate of

recidivism among this population.

The data used in this

study were drawn from an evaluation of the SPAN program out
of San Bernardino County between the time period of January

2000 and June 2003.
The main research hypothesis is that participants who

received enhanced treatment through the SPAN program will
be positively affected resulting in reduced involvement

with the criminal justice system and reduced mental illness

symptoms and substance use.
16

CHAPTER THREE
PROGRAM DESCRIPTION

The SPAN Program
The San Bernardino Partners Aftercare Network (SPAN)1

was first established in 1998 after a local task force,
designed to make a countywide assessment of the service

needs of mentally ill offenders in San Bernardino County
made some unpleasant discoveries.

The committee determined

that: aftercare planning was inconsistent; inmates were not
released during times when services were available in the
community; prescription medications were interrupted at

time of release; families lacked knowledge of community
resources and ways of effectively supporting their family

members to avoid re-incarceration; and clients were not
linked to community treatment centers at the time of

release.

The SPAN program was founded on the philosophy that
mentally ill and dually diagnosed inmates were re
incarcerated due to a lack of mental health and community

1 The SPAN (San Bernardino Partners Aftercare Network) program is a
State funded demonstration project ran through the Bureau of
Corrections.
The passage of AB 1314 and AB 1435 through the California
Legislature in 1999 implemented the MIOCRG I, MIOCRG II Projects.
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The assumption is that with short-term case

support.

management services and linkages to community resources,
the mentally ill will avoid re-incarceration and hence

reduce detention and related criminal justice costs.

By

screening each mentally ill offender from West Valley

Detention Center in Rancho Cucamonga, SPAN addressed
problems and negotiated treatment plans on a case-by-case

basis.

Upon release, the SPAN clinic provided services to

the clients such as living placement, linkage to community

and social services, medications, assistance with
establishing benefits, referrals to vocational programs,
short-term psychotherapy, various transportation,

and drug

and alcohol counseling.
Following a period of service provision for an average

of 90 days to one year after release, cases were closed and

follow-up data initiated.

Client, involvement in the

program was terminated when SPAN staff determined that they

have met program goals or if the SPAN staff was unable to
make contact once the client was released into the

community.

18

Participant Recruitment/Identification of
Target Variable

The target population was adult mentally ill and
dually diagnosed offenders who entered West' Valley

Detention Center (WVDC) between January 2000 and January
2003.

Referrals came primarily from the Department of

Behavioral Health's Jail Mental Health Clinic

(JMHS).

At intake, detainees who had a primary diagnosis of
mental illness and secondary diagnosis of substance abuse
that were housed in the West Valley Detention Center,

operated by the San Bernardino County Sheriffs Department

Individuals satisfying the

were referred to the program.

eligibility criteria, established by the Department of
Behavioral Health in consultation with the San Bernardino
County Sheriffs Department, were offered the opportunity to
participate in the program prior to the adjudication of

their case if they meet the following criteria:

1. current resident of San Bernardino County;

2. criminal charges that exclude extensive violence or

sex crimes;

19

3.inmate's current mental illness.or history

indicating that mental illness is manageable without
patient services;
4.inmate able and willing to pursue voluntary

treatment;
5.inmate able to live safely in the community;
6.inmate to be released into the community, and
7.inmate is medically stable.

Eligible individuals were then randomly assigned into

either the enhanced treatment or treatment as usual group.
The enhanced treatment individuals were then referred to
one of the SPAN staff for a treatment plan.

Measures/Description of Experimental Design
Information about program participants were collected
at the initial intake and intervention/outcome phases of

the study. Both assessments were governed by mandated data
collection instruments and outcome variables established by

the California Board of Corrections for funding received
under the Mentally Ill Offender Crime -Reduction Grant

Program.

The program developers as criteria for program

funding agreed upon these requirements.

Please note that

all programs funded under this program across the State
20

must use these instruments and report to the California
Board of Corrections.
Outcome measures were designed to document reductions
in arrest rates and related decreases in court appearances

for new crimes; reductions in re-incarceration rates and
related bed-days in detention; cost reductions for
detention and treatment services; and, increased contacts

and time provided by mental health professionals with
family members and significant others.

There was a six as

well as a twelve-month outcome assessment on each

participant

(see Appendices A-C).,

Arrests and returns to

jail were available for three years prior to program entry
to allow for pre and post comparisons.

21

CHAPTER FOUR

METHODOLOGY

The current study incorporated both an experimental

(enhanced treatment) as well as a control

(treatment as

usual) group using a random selection process drawing
subjects from an existing data set collected for an
evaluation of the San Bernardino Partners Aftercare Network
(SPAN) program.

This study examined incarceration rates,

community placement, success measures, and costs compared
to the enhanced treatment

(ET) and treatment as usual

(TAU)

groups.
This study assessed whether enhanced treatment

provided by the SPAN program was successful in reducing
jail days

(re-arrest rates)

as well as reducing hospital

days while increasing the use of mental health services in

reducing substance use.

employment status,

Key variables included age,

living arrangement, perceived family

support, mental health diagnosis

arrest rates

(as defined by DSM'-IV) and

(as defined by CII criminal arrest records

provided by the County Sheriff's department).
Analysis of the data involved chi-square and

Pearson's r for demographic variables and logistic

22

regression and event history analysis to determine the

significance of returns to jail and other demographics.

Sample Description

Participants were a sub-sample of 306 clients selected
randomly from the 1278 participants in the original program
evaluation of the San Bernardino Aftercare Program (SPAN).

This sample was selected in order to extract more detailed

data which would have been difficult to collect for the
whole sample.

Tables 1 and 2 provide a breakdown of the

demographic features of the sample.

This sample was a

stratified random sample of 306 subjects

(with 168 in the

treatment as usual group and 143 in the enhanced treatment

group).
To verify that both groups were similar on key

characteristics the variables on Table 1 were used to
compare them.

These variables include age, gender,

ethnicity, employment status, marital status, education

level, mental health diagnosis and criminal history.

No

statistically significant differences were found between

the two groups with regard to demographic characteristics.
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TABLE 1.

COMPARISON VARIABLES

Variable
Age
Gender
Ethnicity

Method of
Support
Mental Health
Diagnosis
Occupation

Marital Status
Educational
Level
Criminal
History

Number of Jail,
Bookings
Number of Jail.
Re-Bookings
Treatment
History

Definition
Actual Age
Male or Female'
Caucasian, African
American, Hispanic,
■ Asian, Native
American, Other
Employed, ■Welfare,
AFDC,SSDI,Other
Primary Diagnosis

Professional, Skilled
(blue collar),
manufacturing,
unskilled (laborer)
Married, Single,
Separated, Divorced
Actual Grade ■
Completed
Number of Arrests;
offense coded by type
and severity
Three Years PreProgram .
12 Months Post .
Program
Times in
Treatment;years in
treatment

24

Value
Interval
Nominal
Nominal

Nominal

Nominal
Nominal

Nominal

Ordinal/Interval

Ordinal/Interval

Ordinal/Interval
Ordinal/Interval

Ordinal/Interval

DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE

TABLE 2.

Variable

Gender
Age

Ethnicity

Dependent
Children
Education
Level

Female

Employment
Status at
Program Entry

ET GROUP
%
Freq
52 36.6%

Total

TAU GROUP
%
Freq
72
42.6%

N

%

114

39.9%

97

57.4%

139

60.1%

51
57

30.2%

88

28.3%

33.7%

108

34.7%

51

30.2%

88

28.3%

Male

90

63.4%

Up to 29
30 to 39

37

26.1%

51

40 to 49

37

35.9%
26.1%

50 or older

17

12.0%

.10

8.7%

75

52.8%

94

5.9%
' 55.6%
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Caucasian

169

54.3%

Hispanic
AfricanAmerican
Other

31

21.8%

32

18.9%

63

20.3%

33

23.2%

33

19.5%

66

21.2%

3

2.1%

10

5.9%

13

4.2%

94

66.2%

100

59.2%

194

64.2%

48

33.8%

69

40.8%

117

37.6%

112

79.4%

136

81.0%

248

80.3%

26

18.4%

30

17.9%

56

18.1%

3

2.1%

2

1.2%

5

1.6%

87

75.7%

113

81.9%

200

79.1%

28

24.3%

25

18.1%

53

20.9%

108

76.1%

127

75.1%

235

75.6%

34

23.9%

42

24.9%

76

24.4%

No
Yes
Lowest thru 12

13 thru 16
17 thru
Highest
Living
Arrangement

Research Group

House/
Apartment
Homeless

Unemployed

Employed, Full
or Part Time
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Variables
Independent variables included age, ethnicity, sex,

education, mental health diagnosis, perceived family

support, employment status, living arrangement and
alcohol/substance abuse history.

For purposes of this study, certain variables were
selected according to the research hypothesis and used in
the comparative analysis and logistic regression.

Table 3

provides a description of the variables used with regard to
their validity of the results.
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TABLE 3.

DESCRIPTION'OF VARIABLES

VARIABLE
NAME

VARIABLE DESCRIPTION

DATA
SOURCE

ACCURACY

LIMITATIONS

PI 9

Employment Status

SPAN/JMHS

Weak to
moderate

PI 10

Living Arrangement

SPAN/JMHS

Weak to
moderate

MH 2

Primary Mental Health
Diagnosis

JMHS/SIMON

Strong

Based on
Client
Self-Report
Based on
Client
Self-Report
Based on
DSM-IV-R

CR 5

Perceived Family
Support

SPAN

Weak to
Moderate

HIC/HIO

Hospital Inpatient (in
and out of custody)

SIMON

Strong

CIC/CIO

Crisis Intervention
(in and out of
custody)
Case Management and
Brokerage (in and out
of custody)

SIMON

Strong

SIMON
i

Strong

PREPC/PDO

Plan Development (in
and out of custody)

SIMON

Strong

MS SO

Medication Support
Services (out of
custody)

SIMON

Strong

DSC/DSO

Develop Support System
for Client (in and out
of custody)

SIMON

Strong

ICC/ICO

Individual Counseling
(in and out of
custody)
Group Counseling (in
and out of custody)

SIMON

Strong

SIMON

Strong

Substance Abuse
Counseling (in and out
of Custody)

SIMON

Strong

CMBO/CMBC

GCC/GCO

SACC/SACO
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Based on
Client
Self-Report

Table 3
cont.
VARIABLE
NAME
SJHC

DCT

PTCO

UHO

CJ 1
CJ 3a
CJ 3e

DATA
SOURCE
JMHS

ACCURACY

LIMITATIONS

Moderate
to Strong

Based on
Accuracy of
JMHS Records

Day
Treatment/Socialization
Services (out of custody)
Provided Transportation
for client (out of
custody)

SIMON

Strong

SPAN

Weak

Adult Residential Rehab
Services (out of custody) ,
Age at First Arrest

SIMON

Strong

COUNTY

Strong

Number of bookings into
jail
Number of days in jail
during this period

COUNTY

Strong

COUNTY

Strong

VARIABLE DESCRIPTION

Special Jail Housing
(while in custody)

Based on
Accuracy of
SPAN staff
to input
into chart

Sheriff
Records
Sheriff
Records
Sheriff
Records

Data for this study have been extracted from three

sources.

The first is the Jail Mental Health System (JMHS)

which reports services rendered to inmates from jail mental
health staff.

The second is SIMON, a county-wide database

system that records transactions provided to clients being

seen by the Department of Behavioral Health.

The third is

CII criminal arrest records provided by the San Bernardino
County Sheriff's Department.

This is also a county-wide

system but can also provide a limited amount of State-wide

data (such as bookings, but not convictions,
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from out-of

county arrests and state prison sentences).

Together,

these databases are essential to providing an in-depth look

at one of the least known populations in the country.

This

research provides a better understanding of how the

mentally ill population is becoming an increased presence
in the correctional population as well as creating further
awareness of the failing mental health system in providing

treatment.

SPAN Data

Intake Assessment.

This survey consists of initial

data gathering information such as name, booking number,
individual demographics, mental, health, diagnosis and status
of functioning upon entrance into' the program as well as

criminal justice history and current offense data.

This

survey is completed by the interviewing clinician at the
time the offender agreed to participate in the SPAN program
1

(see Appendix A).

Six Month Intervention/Outcome. This survey consists
of collecting data on the participants six months following

a participants initial release from custody.

It contains

1 At the time of the intake interview, the participant nor the
clinician know what research group they will be in (Treatment vs.
Control).
It is not until the interview is over that the clinician
opens up a sealed envelop stating the research group the mentally ill
offender will be assigned to.
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department of mental health as well as jail mental health
data such as hospital inpatient days, special jail housing
(in and out of custody), housing arranged/provided by the

program, number of days in an adult residential rehab
service, day treatment days, and transportation provided by
the program.

Participant information and basic lifestyle

information is provided such as employment status,

living

arrangements and any benefits the participant is receiving
at the time.

Mental health diagnosis data are also

provided at this time to account for any changes in

diagnosis since the initial intake assessment

(see Appendix

B) .
I

Twelve Month Intervention/Outcome. This survey does
not provide case management data -such as hospital days or
special jail housing but does give mental health diagnosis
J

to account for the twelve month period as well as

participant information and basic lifestyle information and

benefits received (see Appendix C).
CII Criminal Arrest/Booking Information.

These data

are collected at three stages of the program: at intake,
six months from release and twelve months from release.

Names and booking numbers are filled out by SPAN staff and

30

given to the San Bernardino Sheriff's Department to fill in

and returned to the SPAN staff (see Appendix D).

Hypotheses
The main hypothesis is that participants who received

enhanced treatment through the SPAN program will decrease
their involvement with the criminal justice system and will

reduce mental illness symptoms and substance use.
Independent variables include linkage to community
services, medication support services as well as help with

placement in stable living, SSI benefits and providing

transportation. The treatment/control research groups will
also be used as independent variables in the logistic

regression analysis.

Linkage to community services is defined as the SPAN
staff being able to contact a client first and foremost,

followed by providing assistance in getting to and from
appointments to the Department of Behavioral Health (DBH).
Obtaining referrals to counseling services and/or finding

appropriate living placement for those in need of housing
as well as setting up appointments with social services

were part of the linkage services,
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Medication support services is defined as receiving

medication after a client is released from custody.

The

variable, MSSO (Medication Support. Services Out of

Custody), was recoded into 0/1 categories to represent a
'1' as one or more returns to DBH for medication and a 'O'
as no returns to DBH.

Stable living is classified as not being homeless, or

rather, having a place to live such as a house, apartment,
or living in a residential treatment facility.

Providing transportation is defined as giving clients
rides to their appointments or giying them bus passes in

order for them to do so on their own.
Dependent variables include reduction in arrests

rates, jail days, hospital stays, crisis intervention and

reduced in-custody treatment services.

In -custody

treatment is defined as services that were provided to the
client while they were incarcerated at West Valley

Detention Center
There are several areas of interest that will follow

through in the analysis phase of the research.

These

include the connection between perceived family support and
re-arrest rates as well as socioeconomic status variables.
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Hypothesis 1.

For the total population,

(ET and TAU),

there is a direct correlation between the amount of family

support received by the mentally ill offender and the days

spent in jail following initial release from custody.

As

family support goes up, days spent in jail decrease.

Hypothesis 2.

For the total population, there is a

direct correlation between homelessness and the amount of
case management an individual receives.

Being homeless

affects the amount of community aftercare services a

mentally ill offender receives from the department of

behavioral health.
Hypothesis 3.

For the total1 population, there is a

direct correlation between a person's age at time of first
arrest and future arrests following release from custody.
Hypothesis 4- By providing more aftercare services than the
comparison (TAU) group, the enhanced treatment
I

(ET) group

will receive less crisis intervention hours as well as less

hospital days.

Analysis
To determine the importance of variables that affect

jail returns or jail days-, logistic regression models were
developed.

The treatment and control groups are used as a

predictor (independent variable)
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in the models.

The total

population, male and female population, and the
treatment/control groups were run against the six and
twelve month outcomes for returns to jail and jail days
post release.

Logistic regression models were run on

outcome variables such as hospital inpatient days
(HIC/HIO), crisis intervention (CIC/CIO), case management

and brokerage

(CMBC/CMBO), plan development

(PREPC/PDO),

medication support services (MSSO), develop support system
for client

(DSC/DSO), individual counseling (ICC/ICO),

group counseling (GCC/GCO), substance abuse counseling
t

(SACC/SACO), day treatment/socialization services

(DCT),

providing transportation (PTCO), adult residential rehab
services

4).

(UHO), and psych health facility (PHFO)

(See Table

These are recoded into dichotomous variables for

analysis.
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TABLE 4.

CHARACTERISTICS OF PROGRAM PARTICIPANTS

Research Group
ET GROUP

Col %

N

Mental
Health
Diagnosis
by Type

Substance
Related
Disorders

Problems
With Drugs
Reported

Perceived
Family
Support

Age at
First
Arrest

TAU GROUP
N

N

Col %

Col %

7

4.9%

9

5.3%

16

5.1%

38

26.8%

39

23.1%

77

24.8%

57

40.1%

76

45.0%

133

42.8%

19

13.4%

27

16.0%

46

14.8%

6

4.2%

5

3.0%

11

3.5%

15

10.6%

13

7.7%

28

9.0%

82

57.7%

99

58.6%

181

58.2%

Yes

60

I
42.3%

70

41.4%

130

41.8%

No

58

40.8%

58

34.3%

116

3 7.3%

Yes

84

59.2%

111

65.7%

195

62.7%

■ 2

1.4%

1

.6%

3

1.0%

49
42
49

34.5%
29.6%
34.5%

63
39
66

37.3%
23.1%
39.1%

112
81
115

36.0%
26.0%
37.0%

17

11.3%

24

18.1%

41

15.0%

75

56.5%

98

54.3%

173

55.3%

50

35.2%

47

27.8%

97

31.2%

SchizoPsychotic
Disorders
Mood
Disorders
Bipolar
Disorders
Anxiety
Disorders
Other

Problems
With
Alcohol
Reported

Total

No

System
Missing
0 thru 3
4 thru 6
7 thru 10
Less than
18

18 thru 25
26 and
above
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TABLE 4: CONTINUED
Jail
Bookings
Last 12
Months

Most Serious
Offense that
Qualified
Individual

None

5

3.5%

3

1.8%

8

2.6

One

60

42.3%

52

30.8%

112

36.0

Two

36

25.4%

57

33.7%

93

29.9

Three or
More

41

28.9%

57

33.7%

98

31.5

Violent
Offense

25

17.6%

24

14.2%

49

15.8%

35

24.6%

41

24.3%

76

24.4%

37

26.1%

29

17.2%

66

21.2%

2 0.

14.1%

33

19.5%

53

17.0%

23

16.2%

38

22.5%

61

19.6%

2

1.4%

4

2.4%

6

1.9%

66

47.1%

78

48.1%

144

47.7%

74

52.9%

84

51.9%

158

52.3%

Property
Drug
Offense
All Other
Felony
Offenses
All Other
Misdemeanor
Offenses
Violation
of
Probation
Jail Returns
12 Month
Post Release

No Returns
to Jail

1 or More
Returns to
Jail
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Regression equations:
1) Re-arrest

(within 1 year)= CR5 + PI9 + PI10 +ID2

Where:

re-arrest is measured in number of bookings into jail
during the six and twelve month parameters from CII

arrest data.
CR5= perceived family support
PI9= employment status

(high/low)

(yes/no)

PI10= living arrangement

(homeless/home or apartment)

ID2= research group (treatment/control)

2) Days in jail= CJ1 + CJ2 + CJ3c + ID2
Where:

Days in jail= number of days incarcerated according to
CII arrest data.
CJ1= age at first arrest
CJ2= year of first adult conviction

CJ3c= most serious type of offense committed during this

period
ID2= research group

3) Returns to DBH for service= MH1 + MH2 + ID2
Where:

Returns to DBH for services= Number of times client
returned for services
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MH1= primary mental health diagnosis
MH2 = secondary mental health diagnosis
ID2= research group

4)

Mental health Diagnosis= gender + CR5 + ID2

Where:
Mental health diagnosis= primary MHD

Gender= male/female
CR5=perceived family support

ID2= research group

Analysis of the data is in SPSS format and includes
logistic regression and alpha coefficients to show how,
at all, variables are related to one another.

if

Demographic

data is analyzed using chi-square and Pearson's R

correlation.

Chi Square is used to determine the

statistical significance of the observed relationships of

the variables.

Since this study deals with nominal and

interval variables such as age and re-arrest rates,

it

would be appropriate to use lambda and Pearson's product
moment correlation ( r )

as a measure of association or

testing the proportional reduction in error.

Logistic

regression were used to capture any significance of time

out of custody as well as time at risk for recidivism as
well as variables that are significant to re-arrest.
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CHAPTER FIVE
RESULTS

To make comparisons between the sample, both

univariate and multivariate descriptive statistics were
generated.

Basic demographic and background variables were

used in the analysis with a total of 306 individuals
in the TAU and 140 in the ET groups).

(166

Due to the fact that

because no significant differences were found between the
two research groups on the dependent variable of 'returns
to jail', indicating that the program was not effective

with Enhanced Treatment cases, the 306 cases were grouped
into one population for analysis.

The goal was to

determine the type of mental health services that may have

impacted any of these individuals.
It was found that certain Department of Behavioral
Health (DBH)

interventions were related to positive

outcomes, regardless of the experimental group in which
they were placed.

systems

These included developing support

(in and out of custody), educational services

and out of custody), medication support, plan

development/preparing client for release, providing
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(in

transportation, providing housing and help accessing
housing out of custody (See Table 5).
An unexpected but important finding from this sample

was that an average of seven out of ten of the individuals
assigned to either group (101/140 of the ET group and
117/166 TAU group) did not follow up with DBH services once

released from custody. The reasons for this were unclear,

but perhaps related to the types of clients served by the
program.

For example, in the Enhanced Treatment and

Treatment As Usual group the primary diagnosis was mood

disorders

(71% in ET, 78% in TAU) .

27%

(39)

of those

assigned to the ET group were diagnosed with psychotic

disorders

(Schizophrenia, Schizoaffective Disorder,

Psychotic Disorder Not Otherwise Specified,2 71%

(101) were

diagnosed various mood disorders ranging from mild

Depression NOS to Bipolar Disorder.

A similar pattern was

noted for those assigned to the TAU group in which 20% (35)

were diagnosed with psychotic disorders and 78%
diagnosed with mood/affective disorders.

(132) were

These percentages

were well above the department of behavioral health's

2 It is important to note that Schizoaffective Disorder and Psychotic
Disorder Not Otherwise Specified (NOS) are diagnoses commonly given to
those who are suspected of being drug abusers or possible under the
influence of a drug at the time of assessment.
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average of 54% for mood/affective disorders.3 These
statistics warranted further analysis of the data in order

to get a better look at this population of mentally ill

offenders.

Table 5 provides an overview of the variables

used in the logistic regression model.

3 Based on data collected by the Department of Behavioral Health for
fiscal year 2001-02.
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TABLE 5. SUMMARY OF VARIABLES USED IN LOGISTIC REGRESSION
ANALYSIS(N=306)

Variable

Frequency Percent

Special Jail Housing
No Days (coded 0)
1 or More Days (coded 1)
Missing

245
60
1

80.1
19.6
.3

Educational Support Out of Custody
No Services Received (coded 0)
1 or More Services Received (coded 1)
Missing

278
27
1

90.8
8.8
.3

Obtained Housing Assistance
No Days (coded 0)
1 or More Days (coded 1)

293
13

95.8
4.2

Received Medication Support Services Out of
Custody
No (coded 0)
1
Yes (coded 1)

22 9
77

74.8
25.2

Received Substance Abuse Counseling
No (coded 0)
Yes (coded 1)
1

100
206

32.7
67.3

Hospital Inpatient Days
No Days (coded 0)
1 or More Days (coded 1)

284
22

92.8
7.2

Crisis Intervention Hours
No Hours (coded 0)
1 or More Hours (coded 1)

249
57

81.4
18.6

Day Treatment Services
No (coded 0)
Yes (coded 1)

288
18

94.1
5.9

Provided Transportation
No (coded 0)
Yes (coded 1)
Missing

168
137
1

54.9
44.8
.3
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Logistic Regression

Due to the presence of distributional abnormalities in
the data, a nonparametric test was used to help explain

what variables better predicted returns to jail.

The

regression equation revealed that the out of custody

variables relating to returns to jail were special jail
housing, crisis intervention, and receiving financial

support.

The results for the binary logistic regression

are presented in table 6.
significant

The overall model was

(Chi-Square=22.077, pc.015)

and explained

approximately 10% of the disparity of - returns to jail
within a one year period (one or more returns to jail=l and

no returns to jail=0).
Of the services rendered to the participants, three had a
significant effect on returns to jail.

Receiving no days

in special jail housing (no days in special jail housing
=0, one or more days in special jail housing=l) while in

custody were more likely to return to jail within 12 months
of initial release

(B= -.670, pc.048).

In terms of odds

ratio, participants who did not receive special jail
housing in custody were 48.8% more likely to return to

jail.

Receiving financial assistance after release from

custody decreased a persons' likelihood to return to jail

43

(B= -1.713, pc.002).

In terms of odds ratio, participants

who received financial assistance in both the TAU and ET
groups were 82% less likely to return to jail than those
who did not receive financial assistance

pc.002).

(B=-1.713,

Receiving one or more hours of crisis

intervention (one or more hours=l, no hours in crisis

intervention^) related to more returns to jail

(B=.785,

pc.045). Participants who received 1 or more crisis

intervention hours by the Department of Behavioral Health
were 119.3% more likely to return to jail within a 12 month

time period.
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TABLE. 6. SUMMARY OF LOGISTIC REGRESSION ANALYSIS PREDICTING DAYS
IN JAIL (N=306)

Variable

B

SE

Special Jail
Housing In
Custody

- .670

.339

Educational
Support Out of
Custody

- .668

Obtaining
Hous ing
Assistance
Obtaining
Financial
Assistance

Wald
statistic

(B)

sig

Exp

.3.915

. 048

. 512

.437

2.333

.127

.513

. 190

.758

.063

.802

1.209

-1.713

.557

9.447

.002

.180

- .244

.323

.571

.450

.783

Medication
Support Services
Out of Custody

Substance Abuse
Counseling
.399

.277

2.079

. 149

1.491

Hospital
Inpatient Days

. 108

.349

.095

.758

1.114

Crisis
Intervention
Hours

.785

.392

4.018

. 045’

2.193

Day Treatment
Services

.003

.589

.000

.997

1.003

Providing
Transportation

.212

.254

.696

.404

1.237

Note: Nagelkerke R2= .100 , chi- square had ten degrees of freedom
and a significance of p<. 015
Chi-square= 22.077
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Hypotheses Testing
Hypothesis 1 states that there is a direct correlation

between the amount of family support and re-arrest rates
and days spent in jail..

Chi square tests show that there

is no relationship between family support and the number of
re-arrests chi-square (l,N=302)= 1.910 p=.591.

Prior

studies indicated that people without family support are at
a significant disadvantage and may require more formal
treatment services and public assistance than those whose
relatives give such support

(Clark, 2001; Clark and Drake,

1994; Franks, 1990).
Clark (2001)

found that both direct family economic

support and engagement in targeted treatment play an
important role in helping people with dual disorders reduce
substance use

(p. 99).

Alverson, Alverson and Drake (2000)

also found "four

positive quality of life" factors that were strongly
related to ending substance use including having a loving
relationship with someone sober who accepts person's mental

illness.
Hypothesis 2 is directed toward homelessness and the

amount of case management an individual receives.

The

results show that being homeless does relate to less
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services being rendered by the Department of Behavioral

Health.

The out of custody variables tested against this

hypothesis are adult residential rehab services, chisquare (1, N=306) = .843, p=.358, crisis intervention, chisquare (1, N=306)=4.371, p=.O37, case management, chi-

square(l, N=306)=6.680, p=.010,day treatment services,

chi-square(1, N=306)=1.489, p=.222, developing a support
system, chi-square(1, N=306)=5.129, p=.024, hospital

inpatient days, chi-square(1, N=306)=4.392, p=.O36,

medication support services, chi-square(1, N=.652), p=.420,
plan development, chi-square(1, N=306)=14.690, p=.000,

attendance at 12 step rehabilitation center, chi-square (1,
N=282)=.872, p=.35O, transportation services, chi-square (1,
N=307)=3.541, p=.O6O, substance abuse testing, chisquared, N=306)=.896, p=.344, and provided housing to
client,

chi-square(1, N=284)=6.601, p=.010

Prior studies on mentally ill offenders and community

treatment services reveal the same disposition as this
study.

Dually diagnosed offenders are more likely to be

homeless at release than their non-substance abusing

counterparts and are more likely to violate probation,

recidivate to hospital or jail, and become lost to follow
up (Hartwell, 2 0 04) .
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Hypothesis 3 states that there is a correlation

between a persons age at first arrest and the amount of
future arrests.

The data shows that there is no

significance between age and future arrests chi-square(6,
N=306)=11.959, p=.O63.

The null hypothesis is accepted.

Hypothesis 4 states that the SPAN enhanced treatment

group will receive less crisis intervention hours than the

comparison group as well as hospital inpatient days.

According to the Department of Behavioral Health, crisis
intervention is one of the costliest services provided by

County Mental Health next to providing hospital inpatient

services

(SPAN Report, Board of Corrections 2003) .

was no significant difference between the ET

There

(Enhanced

Treatment) group and the TAU (Treatment as Usual) group on
both crisis intervention services and hospital inpatient

days out of custody (CIO: chi-square[l,N=306] =.337, p=.561;
HIO:. chi-square[1, N=306]=.215, p=.643).

Almost the same

amount of individuals received one or more crisis
intervention hours in both groups

(ET=9.0%, TAU=9.3%) .

For

the hospital inpatient days, 2.9% of the ET group received
one or more days compared to 4.2% of the TAU group.
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CHAPTER SIX
DISCUSSION

Exploration of the Results

Clinicians collected additional data on the sub-sample
of participants

(both from the ET and TAU groups)

to

further explore the dynamics of this mentally ill

population.

Preliminary analysis done by the SPAN staff on

the sub-sample point to the conclusion that this population

i's highly resistant to treatment.

Due to the high proportion of substance abusers in
the population, substance and alcohol abuse histories and

arrests for the sample were examined using available

records.

Self-reported substance abuse is compared with

arrest history.

Within.the ET group, 73%

(104) reported a

problem with alcohol and/or substance abuse while 79%

did so in the TAU group.

(133)

According to the Sheriff's

Department booking records, clients from both groups had

arrest histories for the following alcohol/substance abuse
related violations: Vehicle Code

(VC)

23152, Driving Under

the Influence of Alcohol or Drugs'; VC 23153,

injury Caused

While Driving Under the Influence; Penal Code 647

(d,e,f),

Repeat Public Intoxication, Open Alcoholic Beverage
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Containers, Disorderly Conduct-Under the Influence and the

various Health and Safety code substance abuse violations.
In addition, 77%

(110) of the ET group had alcohol-

substance abuse or related arrests and a corresponding 66%

(111)

in the TAU group had such arrest histories.
Regardless of the group, when examining the

correlation of diagnosis to alcohol/substance abuse

arrests, mood/affective disorders stood out as the
predicting diagnosis, not the psychotic diagnoses.

Mood/affective diagnoses were predictive in that they best

indicated those clients who tended to be substance abusers.
Another apparent pattern was for participants who selfreported alcohol/substance abuse problems; 76% of them were
found through a search of criminal records to have

committed crimes related to substance abuse.

Given these

data, it is fair to conclude that this sample contained

largely substance abusers rather than mentally ill.
A history of prior services with DBH was not a

significant factor with either group.

When combining the

two groups, a total of 107 did not pursue treatment even
though they had a service history; a total of 112 that did

not have any previous experience with DBH.did not pursue
additional services after release.
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TABLE 7.

CLINICAL INTERVENTION BETWEEN GROUPS

Sample
Size

Average
Days
Of
Service
After
Release

Average Time
Of
SPAN
Services

Average
Time
Of
DBH
Services

Enhanced
TX

143

102

9 :16

Group
Received
only
SPAN
services

20 (hours):
54 (min)

101 of
143
(71%)

80

9: 26

0 : 00

(With
prior
DBH
history)

45 of
101
(45%)

82

10:31

0 : 00

(Without
prior

56 of
101
(55%)

78

8:21

0 : 00

156

48:35

31:33

142

42 :19

40 : 54

194

60 :15

8:11

DBH
History)
Received
SPAN and
other DBH
services

(With
prior

DBH
history)
(Without
prior
DBH
History)

(
1

1
42 of
143
(29%)
30 of
143
(21%)
12 of
143

(8%)

Clients from the TAU and ET groups who were motivated to
follow-up with departmental services did so with or without

SPAN Clinic assistance.

The 30% follow-up rate was
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consistent for both ET and TAU- groups

respectively).

(42 and 51

Those in the SPAN program, however,

required more comprehensive case management services
lasting nearly five months.

TABLE 8.

DEPARTMENT OF BEHAVIORAL HEALTH SERVICE HISTORY
Sample Size

Average
Time
Of
SPAN
Services

Average
Time
Of
DBH
Services

168

2:20

21:35

117 of 168
(70%)

2 : 31

0 : 00

(With prior
DBH History)

61 Of 117
(53%)

★★★

0 : 00

(Without prior
DBH history)

56 of 117
(47%)

★★★

0:00

1 : 50

71: 32

*★★

86 : 00

TX As Usual
Sample
Refused all

Follow up TX

Received other DBH
services

(With prior
DBH history)

51 of 168
(3 0%)
35 of 168
(21%)
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Limitations of Research
The findings from this study are limited to persons-'

booked into West Valley Detention Center in Rancho
Cucamonga, CA and identified as mentally ill by the

clinical staff from the Department of Behavioral Health of

San Bernardino County.
Because data collection occurred in stages: intake,

six-month and twelve-month follow-up periods, missing data
are a problem.

The primary limitation that led to the

termination of information gathering of the subjects was

the high transient rate.

It is well known that this

population has higher rates of homelessness and they tend
to move around a lot.

This high mortality rate may have

been the cause of the many "missing" entries on the six and

twelve month follow-ups.

This could have caused the data

to be skewed because of lack of information from the

department of behavioral health reCords from individuals

who could not be located.
High staff turn-over was also a factor that led to
treatment inconsistencies as well as limited contact with

individuals participating in the program.
Also, from the inception of the program,

there were

many changes to the programs' participant criteria.
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For

example,

initial program eligibility requirements for

participants excluded any individuals who were booked for

violent crimes

(rape, assault, robbery).

In order to meet

the grants proposed N of 2000 participants,

these

requirement parameters were expanded to include these
individuals during the last two years of the program.

It

seemed that the goal wasn't to provide quality but rather

quantity of services in this setting.

Conclusions
Given the results of the hypothesis testing as well as

the additional data gathering done by the SPAN staff, there
are two ways of interpreting the results: 1)

the SPAN

program did not function in its capacity to

successfully treat mentally ill offenders or, 2)

this

population is not truly mentally ill according to DSM-IV

diagnostic criteria.

This population was highly resistant

to treatment either because they did not want to be treated

for their "mental illness", or because the clinical staff

did not exhort their best efforts to help this dualdiagnosed population.
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Directions for Further Research
In order to determine the Significance of the effects

of a population such as this' one,, it is important put
emphasize both on substance abuse history as well as

behavioral health history from the start of a program such
as SPAN.

Further research should also consider the various

degrees of mental illness in combination with a substance
use disorder.
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APPENDIX A
SPAN INTAKE ASSESSMENT
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DEPARTMENT OF BEHAVIORAL HEALTH
SPAN INTAKE/ASSESSMENT (revised 9-4-01)
Date/Time:
WVDC_______
GHRC_____ _
Referral initiated by.
CUSTODY________
MENTAL HEALTH_______
Name:(name)________________________________________ DOB :(dob)_________

Booking Number:(bknum)________________________________

Client ZIP code:__________________

California ID#:(calid)______________________ Social Security#:(SSN)_________________________

I. Variables for identifying the research subjects
ID 1 SPAN identification number

_____________

ID 2 Research group

071

ID 3 County number

1

ID 4 Program number

n. Program participant identification and basic information
PI la

Year of birth
(Approximate if necessary)

Pl lb

Month of birth
(If month or day is not available, code as “unknown”)

____

Pile

Day of birth

____

PI 2

Gender (F = Female; M = Male; O = Other)

___

PI 3a

Primary ethnicity/race identity
(Use the following to code elements for PI_3a andPI_3b)
1= White
2 = Hispanic
3 = Black
5 = American Native
A = Amerasian
C ~ Chinese
H - Cambodian
J = Japanese
M = Samoan
R = Guamanian
P = Hawaiian
N = Asian Indian
V = Vietnamese X = Multiple (3b only) 4 = Other Asian/Pacific Islander
PI 3b

PI 4

__________

7 = Filipino
K = Korean
T = Loatian
8 = Other

Secondary ethnicity/race identity

__

.__

Primary language
(Refer page #9 of the book for valid codes)
PI4a

Primary

PI4al Speak [ ]

PI4a2 Read [ ]

PI4a3 Write [ ]

PI4b

English

PI4bl Speak [ ]. PI4b2Read[]

PI4b3 Write [ ]

LIFESTYLE: (at time of arrest)
PI 5

Marital status
M = Married; R = Remarried; W = Widowed; S = Separated; D = Divorced; N = Never Married

PI 6

Were there minor children who needed you to provide them
with shelter and food?
(Y = Yes; N = No

PI 7

If yes, how many?

(number of children)

Page 2 (9-4-01)
PI 8

Education (highest grade level completed by client)

PI 9

Employment status
___
Employed in competitive job market: A = Full time (35 or more/wk); B = Part time (<35 hr/wk)
Employed in noncompetitive market: C = Full time (35 or more/wk); D = Part time (<35 hr/wk)

______
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E = Actively looking for work; F = Homemaker; G = Student; H = Volunteer Worker; I = Retired
J = Resident/inmate of institution; K = Other (use for clients on SSf;; U = Unemployed
PI 10

Living arrangement
___
A = House or apartment (includes trailers, hotels, dorms, barracks, etc.; D = Supported housing
B = House or apartment (requiring some support with daily living activities); E = Foster home
C = House or apartment (requiring daily support and supervision); F = Group home
G = Residential Treatment Center; H = Community Treatment Facility; I = Board and Care
J = Adult Residential Facility, Social Rehabilitation, Crisis Residential, Transitional Residential,
Drug and/or Alcohol Facility; K = Mental Health Rehabilitation (24 hr.); L = Skilled Nursing;
M = Inpatient Psychiatric Hospital, Psych. Health Facility (PHF), or Veterans Affairs (VA) Hospital;
N = State Hospital; O = Justice Related (correctional/jail, etc.); P = Homeless; O = Other

PI 11

Conservatorship/Court status
___
A = Temporary Conservatorship (W&I Code, Section 5353); B = Lanterman-Petris-Short;
C = Murphy; D = Probate; E = PC 2974; F = Representative Payee Without Conservatership;
G = No Conservatorship

III.

Mental

health diagnoses and status of functioning upon entrance into the program

MH 1

Significant suicide risk when client first entered correctional facility

MH 2

Primary mental health diagnosis

MH 3

Secondary mental health diagnosis

MH 4

Axis

___ (Y/N)

_______________

(Primary focus of attention/treatment for OMHS)
___ ___ ___ ______

(Secondary focus of attention/treatment for JMHS)

V

GAF score

(Enter 00 if cannot be determined due to client's condition)
MH 5

Other factors affecting mental health-Substance abuse

(Y = Yes; N = No)

MH 6

Other factors affecting mental health developmental disabilities

(Y = Yes;

MH 7

N = No)

Other factors affecting mental health physical health disorder

(Y = Yes;

N = No)

PSYCHIATRIC DIAGNOSIS (DSM-IV)

MH 7a

Axis I:

MH 7b

Axis II:

MH 7c

Axis III: ______________________ ______________________

MH 7d

Axis IV: __________________________ __________________

MH 7e
MH 7f
MH 7g
MH 7h

___________ _______ ■

_______________________

_____________________________________________

Axis V:

_____________________________________________

Presenting problem: _________________________________

Psychotropic Medications: _______________________ _

Non-compliant___________

Compliant _________

Page 3 (9-4-01)
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IV.

Variables for describing participant's criminal justice history and current
status

CJ 1

Age at first arrest

CJ 2

Year of first adult conviction

CJ 3a to CJ 3e: Provide the following data for the period of time between 25 and 36 months ago, before entry into the MIO
program: [see attached form]
CJ 4a to CJ 4e: [see attached form]
CJ 5a to CJ 5e: [see attached form]

CJ 6a to CJ 6d: Provide the following data with regard to the arrest or incarceration that qualified the client for the MIO program:
CJ 6a Type of offense (F = Felony; M = Misdemeanor)

___

CJ 6b Most serious offense that qualified client

___

1 = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks
and credit card fraud, arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation

CJ 6c

Length of qualifying incarceration (#days)
(How long have you been in jail this time?)

__________

CJ 6d Client received/will receive probation following incarceration? 1
(N = No; Y = Yes; U = Uncertain)

V.

___

VARIABLES FOR DESCRIBING THE CLIENT’S CURRENT RESOURCES

CR la to CR 1 e: Assess the adequacy of income for the past 30 days for meeting the client’s: (Indicate with Y = Yes; N = No)
CRla

Basic food needs

CR lb

Basic clothing needs

___

CRlc

Basic housing needs

__ _

CRld

Basic transportation needs

___

CRle

Basic social needs

___

CR2

Employment upon release?

'
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_____
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CR 3a to CR 3i: Relate to whether or not the client received any of the following forms of assistance in the past 12 months
(prior to entry into the MIO program): (Y = Yes; N = No)
CR3a

CR3b
CR 3c
CR3d
CR3e
CR3f
CR3g
CR3h

CR3i

Unemployment compensation
CalWORKs
DPA
Veteran’s Administration support
Social Security income (SSI)
Social Security Disability income (SSDI)

Pension benefits
Family or friends
Other
/Indicate):
(CalWORKs, child support alimony, other income)

CR 4

Client was receiving public support at time of program entry

CR 5

Perceived family support: (Calif. QOL 6B or Lehman QOL 9)
(Client’s feelings about how things are going, in general, between self and family).

CR 6

Problems with alcohol reported (Y = Yes; N = No)

CR 7 Problems with drugs reported

(Y = Yes; N = No)

VI.______ Program participation information

___/__/___

PPI

Program entry date (consent date) (mm/dd/yy)

PP2

Date client left in-custody treatment program (mm/dd/yy)

PP 3

Client status regarding leaving in-custody program
.
___
1 = Completed all components of the program
Did not complete program for one of following reasons:
2 = Entered special program (e.g. psychiatric hospital); 3 = Illness or death
4 = Removal from program by caretaker; 5 = Removal from program by Court
6 = Committed to state prison; 7 = Persisted in unacceptable behavior
8 = Chose to leave program; 9 = Other

PP4

Date client entered post-custody treatment
__/__/___
(Treatment - enter appropriate date; Control - enter 11/11/2011)

PP 5

Date client left post-custody treatment program
,
/
/
(Treatment - enter appropriate date; Control - enter 11/11/2011)

PP 6

Client status regarding leaving post-custody program
(Treatment - See coding for PP 3 above; Control - enter -3)

PP7

Date of collection of post-program final follow-up data

,
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/

/

__

/

/

__

___
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Discharge planning (PP 9)
PP 9a
Placement
1 = None (no referral)
2 = House/apt. of a family member/friend.
3 = Homeless shelter

4 = Board & care home
5 = Motel
7 = Other

6 = Homeless

Update:
Update:

PP 9b

Community Mental Health
X = None (no referral)
2 = DBH Clinic

3 = Private treatment provider
4 = Veterans Administration

__
5 = Private treatment provider
6 = Other

Update:
Update:
PP 9c

Medical

X = None (no referral)
3 = ARNC (county hospital)
2 = PHN follow-up 4 = Private provider

5 = Other medical follow-up

Update:
Update:

PP 9d

Drug/Alcohol
X = None (no referral)
3 = AA/NA support program
5 = Cedar House
2 = OADP program 4 = Private provider
6 = Other treatment follow-up

Update:
Update:

PP 9e

_

Payee services (1 = No; 2 = Yes)

Update:
Update:

PP 9f

Educational/Vocational/Literacy
X = None (no referral)
3 = GED
2 = ESL
4 = Basic education

__
5 = Vocational training

Update:
Update:

PP 9g

Employment
1 = None (no referral) 3_= Dept, of Rehabilitation
2 = CAL works
4_= City programs

5 = DBH job programs
6 = Self-search

Update:______________________________________________________
Update:______________________________________________________

Assessment Form Completed By:____________________________________________________
Title:_____________________________ Date Completed:________________________________
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7 = Other

Family Information

Address:

Phone:

Supportive?

Spouse/Live-in:

Siblings:

Mother:

Father:

Friends:

Other:
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DEPARTMENT OF BEHAVIORAL HEALTH
SPAN INTAKE/ASSESSMENT
CII CRIMINAL ARREST/BOOKING INFORMATION [8/31/01]
DOB:

Name:

SPAN ID#:____________

BOOKING NUMBER:

PROGRAM ENTRY DATE:___________________
CJ 1

Age at first.arrest

CJ2

Year of first adult conviction

______
_____________

CJ 3a Number of bookings into jail (25-36 months ago)

______

CJ 3b Number of convictions during this period

______

CJ 3c Most serious type of offense committed during this period
(F = Felony; M = Misdemeanor)

___

___
CJ 3d Most serious conviction during this period
1 = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks & credit card fraud, arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation
CJ 3e Number of days in jail during this period

__________

CJ4a Number of bookings into jail (13-24 months ago)

______

CJ4b Number of convictions during this period

CJ 4c

Most serious type of offense committed during this period
(F = Felony; M = Misdemeanor)

___

___
CJ4d Most serious conviction during this period
1 = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks & credit card fraud, arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation

CJ 4e Number of days in jail during this period

__________

CJ 5a Number of bookings into jail (0-12 months ago)

______

CJ 5b

Number of convictions during this period

CJ 5c

Most serious type of offense committed during this period
(F = Felony; M = Misdemeanor).

______
___

CJ 5d Most serious conviction'during this period

___

1 = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks & credit card fraud,
arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation

CJ 5e

Number of days in jail during this period
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__________

APPENDIX B
SIX MONTH INTERVENTION/
OUTCOME ASSESSMENT FORM
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DEPARTMENT OF BEHAVIORAL HEALTH
SPAN SIX MONTH INTERVENTION OUTCOME ASSESSMENT FORM (12/04/01)
Note: This form is to be filled-out on all SPAN participants at the end of the intervention period (e.g., sixmonths after their initial release from incarceration!

Date:________ ____________________

Name:_____________________________________________

Initial Date of Release:______________________ SPAN I.D. Number (ID 1):___________________
Research Group (ID 2):________________ County Number (ID 3):

I.

71

.

Program Number (ID 4):

1 .

INTERVENTIONS PROVIDED WHILE PARTICIPANT WAS IN CUSTODY

CMBC

Case Management and Brokerage (San Bernardino code #560)
(total number of minutes of combined services while client was in custody)

PREPC

Plan Development (San Bernardino code #570)
(total number of minutes for services while client was in custody)

_______

____

DSC Developing Support System for Client (San Bernardino code #310)
______
(total number of contacts made on behalf of the client for these services while in custody)

SJHC

Special Jail Housing (placement in distinct unit within jail facility)
(total number of days, if any, client received these services while in custody)

HIC Hospital Inpatient (placement in acute psych hospital or unit during incarceration)
(total number of days, if any, client was placed in psych hospital while in custody)

CIC Crisis Intervention (San Bernardino code #370)
(total number of times client received these services while in custody)

_______

ICC Individual Counseling, other than substance abuse (San Bernardino code #550)
(Y = Yes; N = No)

GCC Group Counseling while in custody, other than substance abuse
(Y = Yes; N = No)

SACC

Substance Abuse Counseling while in custody (San Bernardino code #350)
(Y = Yes; N = No)

POC Contact with a Probation Officer
(total number of contacts made on behalf of the client for these services while in custody)

MHCC

Staffs Contact with Mental Health Court/Legal Personnel on Behalf of Client
(total number of contacts made on behalf of the client for these services while in custody)

EDC Develop Educational Goals with Client
(Y = Yes; N = No)
PSC Attendance at 12-step and/or Other Drug/Alcohol Abuse Group Meetings
(total number of times client attended these meetings while in custody)
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Page 2. (SPAN)
II.

INTERVENTIONS PROVIDED WHILE PARTICIPANT WAS OUT OF CUSTODY

CMBO

Case Management and Brokerage (San Bernardino code #560)
(total number of minutes of combined services while client was out of custody)

PDO Plan Development (San Bernardino code #570)
(total number of minutes for services while client was out of custody)

__________

__________

DSO Developing Support System for Client (San Bernardino code #310)
______
(total number of contacts made on behalf of the client for these services while out of custody)
MSSO

Medication Support Services (San Bernardino code #360)
(total number of minutes for these services while client was out of custody)

_________

ICO Individual Counseling, other than substance abuse (San Bernardino code #550)
(Y = Yes; N = No)

GCO Group Counseling after release, other than substance abuse
(Y = Yes; N = No)
SACO

Substance Abuse Counseling while out of custody (San Bernardino code #350)
(Y = Yes; N = No)

POO Contact with a Probation Officer while out of custody
(total number of contacts made on behalf of the client for these services while out of custody)
MHCO . Staffs Contact with Mental Health Court/Legal Personnel on Behalf of Client
(total number of contacts made on behalf of the client for these services while out of custody)
HIO Hospital Inpatient (placement in acute psych hospital or unit)
(total number of days, if any, client was placed in psych hospital while out of custody)
CIO Crisis Intervention (San Bernardino code #370)
(total number of times client received these services while out of custody)

PHFO

_______

Psych Health Facility (services in non-hospital 24-hour inpatient)
(total number of days, if any, client received these services while out of custody)

UHO Client Used Housing Arranged/Provided by the Program (excludes treatment facilities)
(total number of days, if any, client received these services while out of custody)
ARO Adult Residential Rehab Services (can include board and care homes)
______
(total number of days, if any, client received these services while out of custody)

VSO Vocational Services (San Bernardino code #453)
(Y = Yes; N = No)
CEO Contact Potential Employers on Client’s Behalf
(Y = Yes; N = No)
EDO Develop Educational Goals with Client
(Y = Yes; N = No)
DCT Day Treatment/Socialization Services (to help client develop social skills)
(total number of half days, if any, client received these services while out of custody)

PSO Attendance at 12-step and/or Other Drug/Alcohol Abuse Group Meetings
(total number of times client attended these meetings while out of custody)
PTCO

Provided Transportation for the Client (San Bernardino code #540)
(total number of times client was transported while out of custody)

SATO

Substance Abuse Testing
(total number of times client was tested for substance abuse while out of custody)
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III. Outcome Behavior During the Treatment Program (release thru first 6 months)
A. Criminal Justice Outcomes
CJOD..la

Leave this field blank for now

CJOD..lb

Number of times individual was booked in jail

CJOD._lc

Number of convictions

CJOD..Id

Most serious type of offense booked during this period
(F = Felony; M = Misdemeanor)

CJOD._le

Most serious conviction during this period
1. = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks
and credit card fraud, arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 - All other misdemeanor offenses
6 = Violation of probation

CJOD..If

Number of days in jail during this period

___

Mental Health Data Elements
MHD. la

Primary mental health diagnosis
(Primary focus of attention/treatment for JMHS)

MHD_.lb

_____________

Secondary mental health diagnosis

(Secondary focus of attention/treatment for JMHS)

MHD_-It

Axis V GAF score
(Enter 00 if cannot be determined due to client’s condition)

MHD_.Id

Problems with alcohol reported
(Y = Yes; N = No)

MHD__le

Problems with drugs reported

(Y = Yes; N = No)

C. Participant Information and Basic Lifestyle Information
PID_la

(

Employment status
Employed in competitive job market: A = Full time (35 or more/wk); B = Part time
(<35 hr/wk) Employed in noncompetitive market:: C - Full time (35 or more/wk);
D = Part time (<35 hr/wk); E = Actively looking for work; F = Homemaker;
G = Student; H = Volunteer Worker; I = Retired J = Resident/inmate of institution;
K = Other (use for clients on SSI); U = Unemployed

PID_1 b

Living arrangement

A = House or apartment (includes trailers, hotels, dorms, barracks, etc.; D = Supported housing
B = House or apartment (requiring some support with daily living activities); E = Foster home
C = House or apartment (requiring daily support and supervision); F = Group home
G = Residential Treatment Center; H = Community Treatment Facility; I = Board and Care
J = Adult Residential Facility, Social Rehabilitation, Crisis Residential, Transitional Residential,
Drug and/or Alcohol Facility; K = Mental Health Rehabilitation (24 hr.); L = Skilled Nursing;
M = Inpatient Psychiatric Hospital, Psych. Health Facility (PHF), or Veterans Affairs (VA) Hospital;
N = State Hospital; O = Justice Related (correctional/jail, etc.); P = Homeless; Q = Other
PID_lc

Conservatorship/Court status

A = Temporary Conservatorship (W&I Code, Section 5353); B = Lanterman-Petris-Short;
C = Murphy; D = Probate; E = PC 2974; F = Representative Payee Without Conservatership;
G = No Conservatorship

Page 4.
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PID_1 dl -9: Has the client received any of the following forms of assistance....
(Y = Yes; N = No)

PID_ldl

Unemployment compensation

PID_ld2

CalWORKs

PID_ld3

DPA

PID_ld4

Veteran’s Administration support

PID_ld5

Social Security income (SSI)

PID_ld6

Social Security Disability income (SSDI)

PID_ld7

Pension benefits

PID_ld8

Family or friends

PID_ld9

Other (Indicate):

(CalWORKs, child support alimony, other income)

Comments: ___ ______________

Assessment Form Completed By:__________________________________________

Title:

Date Completed:

SPAN
San Bernardino County
Department Of Behavioral Health

NAME:
CHART NO:
DOB:

Confidential Patient Information
See W&I Code 5328

BOOKING NO:
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TWELVE MONTH OUTCOME ASSESSMENT FORM
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DEPARTMENT OF BEHAVIORAL HEALTH
PART IH: 12 MONTH OUTCOME ASSESSMENT
[6/23/01 Form; 1-25-02]
Note: This form is to be filled-out on all SPAN participants at the end of, the outcome period - e.g., 12 months after their initial
release from incarceration
Name:__________________________________________________________

Initial Date of Release:_______________________________

DOB:_________________________

Current Date:_________________________________

I. Variables for identifying the research subjects
ID 1

SPAN identification number

ID 2

Research group (1 = Treatment; 2 = Control; 3 = Starlite)

ID 3

County number

ID 4

Program number

071

1

II. Outcome Behavior At the End of the Program
(Provide the following data for the period of time between 6-12 months post release)
A. Criminal Justice Outcomes

CJOAla

Leave this field blank for now

CJOA_Ib

Number of times individual was booked in jail

___

CJOAlc

Number of convictions

__ _

CJOAld

Most serious type of offense booked during this period
(F = Felony; M = Misdemeanor)

CJOAle

Most serious conviction during this period
1 “ Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 - Property offense (including burglary, theft, motor vehicle theft, forgery, checks
and credit card fraud, arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation

CJOA_lf

Number of days in jail during this period

__________

B. Mental Health Data Elements

MHA_la

Primarv mental health diagnosis
(Primary focus of attention/treatment for JMHS)

MHA_lb

Secondary mental health diagnosis

MHA-lc

Axis V GAF score

MHA_ld

Problems with alcohol reported (Y“Yes; N = No)

___

MHA_le

Problems with drugs reported

___

(Secondary focus of attention/treatment for JMHS)

______

(Enter 00 if cannot be determined due to client’s condition)

(Y = Yes; N = No)

Page 2.
C. Participant Information and Basic Lifestyle Information

PIA_la

Employment status
Employed in competitive job market: A = Full time (35 or more/wk); B = Part time

70

(<35 hr/wk) Emnloved in noncompetitive market:; C = Full time C35 or more/wk);
D - Part time (<35 hr/wk); E = Actively looking for work; F = Homemaker;
G = Student; H = Volunteer Worker; I = Retired J = Resident/inmate of institution;
K = Other (use for clients on SSI); U = Unemployed

PLAlb

Living arrangement
A = House or apartment (includes trailers, hotels, dorms, barracks, etc.; D = Supported housing
B = House or apartment (requiring some support with daily living activities); E = Foster home
C = House or apartment (requiring daily support and supervision); F = Group home
G - Residential Treatment Center; H = Community Treatment Facility; I = Board and Care
J = Adult Residential Facility, Social Rehabilitation, Crisis Residential, Transitional Residential,
Drug and/or Alcohol Facility; K = Mental Health Rehabilitation (24 hr.); L = Skilled Nursing;
M = Inpatient Psychiatric Hospital, Psych. Health Facility (PHF), or Veterans Affairs (VA) Hospital;
N = State Hospital; O = Justice Related (correctional/jail, etc.); P = Homeless; <2 = Other

PIA_lc

Conservatorship/Court status
A = Temporary Conservatorship (W&I Code, Section 5353); B = Lanterman-Petris-Short;
C = Murphy; D = Probate; E = PC 2974; F = Representative Payee Without Coriservatership;
G = No Conservatorship

PIA_1 d 1 -9 Has the client received any of the following forms of assistance during the last six months
(Y = Yes; N = No)

PIA_ldl

Unemployment compensation

PIA_ld2 CalWORKs

PIA_ld3 DPA

PLA_ld4 Veteran’s Administration support
PIA_ld5 Social Security income (SSI)

PIA_ld6 Social Security Disability income (SSDI)

1

PIA_ld7 Pension benefits
PIA_ld8 Family or friends

PIA_ld9 Other

(Indicate):
(CalWORKs, child support alimony, other income)

Assessment Form Completed By:_________________________________

Title:

Date Completed:

SPAN
San Bernardino County
Department Of Behavioral Health

NAME:
CHART NO:
DOB:

Confidential Patient Information
See W&I Code 5328

BOOKING NO:
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CII CRIMINAL ARREST/BOOKING INFORMATION
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DEPARTMENT OF BEHAVIORAL HEALTH
SPAN INTAKE/ASSESSMENT
CII CRIMINAL ARREST/BOOKING INFORMATION [8/31/01]
Name:

DOB:

SPAN ID #:____________

BOOKING NUMBER:

PROGRAM ENTRY DATE:___________________
CJ 1

Age at first arrest

CJ2

Year of first adult conviction

______
_____________

CJ 3a Number of bookings into jail (25-36 months ago)

______

CJ 3b Number of convictions during this period

______

CJ 3c

Most serious type of offense committed during this period
(F = Felony; M = Misdemeanor)

___

CJ 3d Most serious conviction during this period

___

1 = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks & credit card fraud, arson)
3= Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation

CJ 3e Number of days in jail during this period

__________

CJ 4a Number of bookings into jail (13-24 months ago)

______

CJ 4b Number of convictions during this period
CJ4c

Most serious type of offense committed during this period
(F = Felony; M = Misdemeanor)

1

______

,

___

CJ4d Most serious conviction during this period
___
1 = Violent offense (including homicide, forcible rape, robbeiy, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks & credit card fraud, arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation
CJ4e Number of days in jail during this period

__________

CJ 5a Number of bookings into jail (0-12 months ago)

______

CJ 5b Number of convictions during this period

______

CJ 5c

Most serious type of offense committed during this period
■ (F = Felony; M = Misdemeanor)

CJ 5d Most serious conviction during this period

___
___

1 = Violent offense (including homicide, forcible rape, robbery, assault, kidnapping)
2 = Property offense (including burglary, theft, motor vehicle theft, forgery, checks & credit card fraud,
arson)
3 = Drug offenses (possession and/or for sale of narcotics, marijuana, dangerous drugs)
4 = All other felony offenses
5 = All other misdemeanor offenses
6 = Violation of probation

CJ 5e

Number of days in jail during this period
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__________
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